The patient was a 30-year-old 
Introduction

Lymphoid interstitial pneumonia (LIP) is a rare clincopathological entity. The microscopic feature is characterized by diffuse infiltration of polyclonal lymphoid cells surrounding airways and expanding the lung interstitium (1-3). LIP has been thought to be within the spectrum of pulmonary lymphoproliferative disorders (4). LIP is typically associated with a number of diverse systemic diseases such as Sjogren's syndrome, autoimmune thyroid disease, human immunodeficiency virus infection and various immunodeficiency states including common variable immunodeficiency (CVID)
. LIP associated with CVID was initially reported by Liebow and Carrington in 1973 (1) . The clinical course is variable; some patients successfully respond to corticosteroid therapy, other show progressive pulmonary fibrosis resulting in a fatal outcome within a short time (5, (8) (9) (10) . In addition, the presence of LIP in patients with CVID was associated with a worse prognosis compared to those without pulmonary complications (7) .
Here (Fig. 1A, 1B r e t i c u l a r a n d mu l t i p l e n o d e s h a d o ws o n b o t h l u n g f i e l d (Fig. 3A, Figs. 4, 5 . The radiographic findings improved (Fig. 4) and have been stable (Fig. 5) Ch e s t r a d i o g r a p h i c f i n d i n g s i n Oc t o b e r 2 0 0 7 we r e s t a b l e d u r i n g c o r t i c o s t e r o i d a n d i m  mu n o g l o b u l i n r e p l a c e me n t t h e r a p y f o r 3 y e a r s . 
F i g u r e 2 . A: T h e b i o p s y s p e c i me n s s h o we d l y mp h o i d c e l l s d i f f u s e l y i n v o l v i n g t h e l u n g p a r e n c h y ma o f a l v e o l a r s e p t a , i n t e r l o b u l a r c o n n e c t i v e t i s s u e ( He ma t o x y l i n a n d E o s i n s t a i n i n g × 4 0 ) . B a n d C: I mmu n o h i s t o c h e mi c a l s t u d y r e v e a l e d t h a t t h e i n v o l v e d c e l l s we r e p o s i t i v e f o r T ( CD3 , F i g . 2 B ) a n d B ( CD2 0 , F i g . 2 C) : l y mp h o c y t e a n t i b o d y , r e s p e c t i v e l y ( × 1 0 0 ) .
mg/dl. She was negative for human immunodeficiency virus. Arterial blood gas analysis in room air
. Ch e s t r a d i o g r a p h y ( A) a n d c h e s t c o mp u t e d t o mo g r a p h y ( B ) o n t h e s e c o n d h o s p i t a l i z a t i o n ( Au g . 2 0 0 4 ) d e mo n s t r a t e d
3B). After recovery of the surgery and infection, she has been treated with 20 mg/day of prednisolone combined with intravenous supplement of immunoglobulin (5 g/ day) given at 2-week intervals. After that, there are no infectious events and Ig G levels have ranged from 390 to 470 mg/dl. Serial chest radiographic findings following the therapy are shown in
polyclonal hypergammaglobulinemias due to an elevation of various types of immunoglobulin (4, 5). Hypogammaglobulinemia including CVID associated with LIP is less but has been documented for 20 years (1). Recently, Bates et al (7)
summarized noninfectious pulmonary complications in patients with CVID, which were confirmed by surgical lung biopsies. Although several histological patterns including granulomatous and lymphoproliferative diseases and/or both overlaping were present, the overall prevalence was 26% of patients with CVID. In addition, they described that 10% of CVID patients had LIP, lymphoid hyperplasia, or follicular bronchiolitis. Thus, LIP seems to be common in patients with CVID.
Histologically, the overlap or coexistence of granulomatous and lymphoproliferative lesions has been identified in LIP (5, 7) . However, the presence of granulomatous and/or lymphoproliferative pulmonary diseases in patients with CVID was associated with a worse prognosis compared to those with and without other pulmonary complications (7) . In addition, splenomegaly was also an important risk factor in patients with CVID (7, 9) 
